Congenital malformations of the central nervous system have long attracted the interest of statisticians and epidemiologists. Various features of the data, frequently conflicting, have been emphasised. Hewitt (1965) found that the mortality of spina bifida decreased markedly from east to west on the North American continent and suggested the hypothesis that " . ... both the downward time-trend of recent years and the downward geographical trend as one proceeds westward across America are due to greater outbreeding". On the other hand, Naggan and MacMahon (1967) adduce good evidence for considering environment rather than genes the more important determinant of frequency. In a Boston hospital series they found that the risk of anencephalus and spina bifida increased with decreasing occupational status in each ethnic group except the Jewish. In all but the highest occupational class the risk for Jews was much lower than in the other ethnic groups. Naggan and MacMahon consider that the most attractive explanation is that exposure to some aetiological factor increases with decreasing socioeconomic status, and that this factor is less prevalent among Jews in the middle and lower economic classes. They also point to the rarity of concordance in monozygous twins. The report from a 24-centre international survey by Stevenson, Johnson, Stewart, and Golding (1966) says in connexion with the twin data on anencephalus:
"These observations suggest a al genotypic contribution to etiology and a rather localised uterine environmental causation. Such a hypothesis has to be reconciled with variations in frequency in different communities and variations by socio-economic levels in the same country, the latter so well shown in the vital statistical data from Scotland and elsewhere". For spina bifida and hydrocephalus the suggestion is of a "relatively more important genotypic contribution to these conditions than to anencephalus". Leck (1966) , analysing data from Birmingham for 1940-65, found that anencephalus and spina bifida both decreased during 1940-49, rose to a peak around 1956, and then fell again. Bjoro and Iversen (1959) found in a hospital series from Oslo in 1944-58 that there was a deficiency in cases of anencephalus among conceptions estimated to have taken place in the first quarter of the year. No explanation has been found for such fluctuations in frequency with time. If biological rather than statistical artefacts, they point strongly towards a controllable environmental aetiology.
The purpose of the present study is to review the information provided by Norwegian mortality data on the subject. Clearly, the mortality of live born children can at best give only crude indications of true malformation prevalence. According to Leck (1966) , nine-tenths of the foetuses with anencephalus die before birth. The distinction between foetal deaths and live births may not be consistently drawn in different places or at different times, and this may result in spurious differences in the mortality rates. In addition, real variations may occur in the proportion of malformed children who are born alive. Spina bifida is more rarely associated with foetal death, but here differential survival past the first year of life may lead to bias. Nevertheless, in the absence of other types of data on a country-wide basis, the pointers provided by mortality statistics may be worth having. Table I gives the number of deaths in each group as underlying and as contributory cause (or complication).
MATERIAL
An age limit was set at 3 years, and the 117 deaths at ages above 3 years will not be discussed further.
There were 940 relevant diagnoses under 3 years, but in seven cases two diagnoses were mentioned on The mortality rates in the twenty counties of Norway is shown in Table IV . Fig. 1 
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None of these is significant at the 5 per cent. level. However, the negative coefficient between 750 and 751 is noteworthy in view of the positive correlation between anencephalus and spina bifida found in other studies.
Monstrosity shows a striking excess in the northern counties, detectable in each of the three 5-year periods. The distribution suggests an association with unfavourable socioeconomic conditions. It is well known, for instance, that the northern counties in Norway have a relatively high infant mortality rate, particularly in the post-neonatal period. In order to correlate the rates in Table IV with county characteristics, the mortality rate at age 4 weeks to 1 year during the period Thus, Monstrosity, but not Spina bifida or Hydrocephalus, shows a definite association with the chosen indices. It is probably unwarranted to draw conclusions from the variations among the coefficients for group 750. Of course, the observed associations may be secondary to the geographical variations of some aetiological factor which cannot be characterised as socioeconomic. In this connexion it may be noted that cancer of the thyroid gland shows a distribution similar to that of Monstrosity (Pedersen, 1956) . The rank correlation coefficient is + -71 between the county rates for 750 in Table  IV and the sex-age-adjusted county incidence of thyroid cancer for 1953-61 computed from the data published by the Norwegian Cancer Registry (1961, 1964) .
The percentage of males in the Monstrosity group in the four northern counties was 54-4, compared to 41 *2 in the other counties. The difference is not significant.
If socioeconomic factors-or inbreeding-were important in the aetiology, one would expect rates to be higher in rural than in urban areas. However, Table V shows only minor differences. Monstrosity has a rural excess, but it might easily have arisen by chance (P-= 2). Also, parity is higher in rural births. The time-trend of these malformations has been studied by separating the three 5-year periods, as in Table VI (opposite). Since contributory causes are available for the last two periods only, the rates per 10,000 live births are based on underlying cause only.
Deaths at age under 1 year and deaths at age 1-3 years have been shown separately. The point to note here is that deaths at age 1-3 from Spina bifida increased very markedly in the last 5-year period. Leck (1966) noted a similar tendency in the Birmingham series. This increase in survival will tend to bias the time trend if based only on infant deaths.
Monstrosity, which in Table IV was the only group related to unfavourable socioeconomic conditions, shows no downward trend. The mortality attributed to Spina bifida, even when all deaths under age 3 are included, falls off markedly. At the same time, however, there is an increase in mortality assigned to group 753-other congenital malformations of nervous system and sense organs. One must suspect that a change in terminology has occurred. The net result is a slight fall in the rate for There were no significant urban-rural rate differences, but the Monstrosity rate was higher in the rural areas.
In the course of the 15-year period, the rate for Spina bifida went down, but there was a simultaneous increase in the rate for group 753-Other congenital malformations of nervous system and sense organs.
